Basal meningitis is a disease with a tolerably definite clinical significance.
In tubercular meningitis the disease, although almost invariably found at the base of the brain, shows a much wider extension towards the peripheral parts, especially along the Sylvian fissures. In septic or purulent meningitis the disease is often universal as regards the distribution of the inflammation in the meninges.
Basal meningitis shows in most cases a strict and almost unvarying localisation to that portion of the base of the brain posterior to the optic chiasma, extending back to the pons and medulla and adjacent surfaces of the cerebellum.
The etiological pathology of the disease is as yet unknown. Some cases, a very small minority, show a syphilitic history. Others have followed a blow on the head. A few exhibit the characteristic symptoms so soon after birth as to point to the probability of congenital or antenatal causes. As regards the course of the disease, chronicity seems to be the rule. The outstanding clinical facts are that the disease usually occurs in the period of infancy and the characteristic symptom is cervical opisthotonos ; some of the cases, however, show not only tonic spasm of the nuchal muscles, but those of the back as well, the child exhibiting a typical and complete picture of opisthotonos.
In a large number of cases the fatal result is brought about by intracranial pressure slowly increasing from acquired hydrocephalus, due to obstruction to the circulation of cerebro-spinal fluid by occlusion of the small foramen of Majendic. The Great increase of sub-arachnoid fluid at base of brain and sides of medulla oblongata. Very slight thickening of membranes at base. There is a bulging behind the optic chiasma filled with clear fluid: The bulging also appears in front of chiasma. The swelling is nearly an inch in diameter, and extends back to the crura cerebri, which are flattened. There is slight oedema of the arachnoid and choroid plexuses between the flocculus and the sides of the medulla oblongata. There is a slight degree of meningitis over the under surface of the pons, extending laterally over the flocculus on to the lateral aspect of the cerebellar hemisphere, on both sides. This meningitis had extended to a slight degree round the medulla oblongata, so as to close the foramen of Majendie by an exceedingly thin membrane, sufficiently thick, however, to cause occlusion of the foramen.
When this membrane was divided the clear fluid escaped from the fourth ventricle, evidently in communication with the distended infundibulum of the third ventricle. On palpating the brain it was manifest that the lateral ventricles were also distended.
There was no evidence whatever of tubercular meningitis. The fluid had been prevented from escaping from the subarachnoid cavity apparently by adhesion of the arachnoid to the cerebellum, and by the fact that it had bound the medulla along the lines of the ganglia of the posterior columns to the under surface of the cerebellum.
In this way the fluid had passed from the fourth ventricle through the dilated foramen of Majendie into the subarachnoid cyst, but had been unable probably to pass further. 
